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Water and Metamucil 


Both are basic for relief and correction of constipation 


Effective relief of constipation and actual correction of the condition depend on 
an intake of a sufficient quantity of water to facilitate movement of the fecal 
mass in the bowel lumen. Also useful is Metamucil which adds a soft, bland bulk 
to the bowel contents to stimulate normal peristalsis and also hold water within 
stools to keep them soft and easy to pass. Thus Metamucil and an adequate water 
intake induce natural elimination and promote regularity. 


Metamucil 


brand of psyliium hydrophilic mucilloid 
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Senoko 


OVER ONE HUNDRED SCIENTIFIC STUDIESt 
by investigators covering problems of consti- 
pation and bowel evacuation in every major 
branch of the profession—give unprecedented 
support to SENOKOT Tablets and Granules 
— the largest bibliography of any laxative. 





ACCURATELY DEFINED MECHANISM OF 
ACTION—SPECIFIC TO THE COLON Neuro- 
stimulation of the myenteric plexus of Auer- 
bach, producing physiological colonic peri- 
stalsis and natural defecation—without motility 
disturbance of the stomach or small intestine. 


VIRTUALLY NO REPORTS OF GRIPING Co- 
lonic activity within normal limits, avoiding 
hyperperistaltic turmoil. 


VISUAL EVIDENCE OF A NORMAL MUCOSA 
Clinical sigmoidoscopy and experimental tis- 
sue studies, microscopically, reveal no evi- 
dence of contact irritation. 





VERSATILE THERAPEUTIC Predictable, 
effective bowel evacuation in both simple and 
chronic constipation. Ideal in the treatment 
of refractory and secondary constipation of 
drug therapy. 
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EFFECTIVE ‘REHABILITATION’ OF BOWEL 
FUNCTION Controlled clinical studies demon- 
Strate that the flexible dosage of ‘Senokot’, 
when properly programed, offers laxation with 
“bowel re-education” in many chronically con- 
stipated patients. 


PATIENT ACCEPTANCE ... 
Its outstanding cocoa flavor is sine qua non. 


Cocoa-flavored granules - DOSAGE: Adults — 1 to 2 tea- 
spoonfuls nightly. Children — '/2 to 1 teaspoonful nightly. 
SUPPLY: 16, 8 and 4 ounce canisters. Small, easy-to- 
swallow tablets. DOSAGE: Adults — 2 to 4 tablets nightly. 
Children — 1 to 2 tablets nightly. SUPPLY: Bottles of 100. 


*Complete bibliography upon request. 


IN CONSTIPATION 


Senokot 


STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES 
OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK 


THE PURDUE FREDERICK COMPANY 


135 CHRISTOPHER ST., NEW YORK 14, NEW YORK 
DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
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CO MEUR Tones 
~ DYCLONE 


dyclonine hydrochloride 


the unsurpassed topical anesthetic 


for 

instrumentations 

examinations 

pain 

pruritus 

DYCLONE does more...safely...than any 
other topical anesthetic because it is 
fast-acting 

long-acting 

antibacterial 

antifungal 

nonsensitizing 

supply... Dyclone Creme, tubes of 1 02. with 


rectal applicator. Dyclone Solution, bottles 
of 1 and 8 oz. 


& PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC, 
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Unusual Types of 


Surgical Pathology 


HAROLD O. HALLSTRAND, M.D. 


Miami, Florida 


I would like to present to you 
today four cases representing the more 
unusual types of pathology of the gastro- 
intestinal tract seen at surgery. 

@ The first of these is a 24-year-old 
white male with generalized abdominal 
pain, slight nausea without vomiting. 
mild leukocytosis with an increase in 
polymorphonuclears, and moderate mus- 
cular rigidity of the lower abdomen. 

There were no localizing signs. The 
urine was negative. A diagnosis of acute 
appendicitis was made. 

Although we routinely use a McBur- 
ney muscle splitting type of incision for 
appendectomy, in this case, a right 
paramedian incision was made, because 
of lack of localizing signs. This was 
fortunate, as on entering the abdomen, 
the appendix was found to be normal, 
but on exploration a gangrenous appen- 
dices epiploica of the sigmoid colon was 
discovered, This gangrenous appendices 
epiploica was removed and the patient 
made an uneventful recovery. 

Primary epiploitis, ideopathic omen- 
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tal infarction, and primary omental tor- 
sion all have a common underlying 
pathology. Grossly, the involved area ap- 
pears hemorrhagic and/or gangrenous, 
and microscopically the adipose tissue 
shows venous congestion and throm- 
bosis with hemorrhagic reaction. Be- 
cause of the mimicking effect of this 
condition, 99% of these cases are diag- 
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nosed as acute appendicitis. Because of 
the similarity to acute appendicitis, ex- 
ploration is indicated, and upon opening 
the peritoneum, serosanguinous fluid is 
found along with an innocuous looking 
appendix. Further search then reveals 
a hemorrhagic or gangrenous edematous 
mass of either appendices epiploica or 
of the omentum. Resection of the mass 
is the treatment of choice. 

@ The second case is that of an 11- 
year-old white male who had been in 
previous good health except for an oc- 
casional “stomach ache,” which was not 
accorded much significance, until two 
weeks prior to admission. At that time, 
the boy had lower abdominal intermit- 
tent pain made worse by eating. Be- 
cause he had had no bowel movements 
for several days, he was given a cathartic 
and an enema by a member of his family. 
He promptly evacuated his bowels and 
his pain disappeared. 

Approximately five days previous to 
hospital admission, he awoke about 3 
AM to defecate, and while at stool be- 
came sweaty and faint. He had passed, 
what his father described, as a dark, 
bloody stool. Prior to this time he had 
had no abnormal stools. He was ad- 
mitted to the Pediatric service with a 
hemoglobin of 7.4 grams and a hemato- 
crit of 24. He was immediately trans- 
fused with 1000 cc.’s of whole blood, 
and was then completely worked up over 
the next three days, with the work-up in- 
cluding proctoscopy and upper and 
lower gastrointestinal series. All were 
negative; however. surgical exploration 
was advised, as it was felt that this was 
a Meckel’s diverticulitis with a bleeding 
gastric ulcer in the diverticulum. 

Therefore, eleven days after admis- 
sion, this boy was explored through a 
right paramedian incision. There was 


a small amount of serous fluid in the 
pelvis and approximately forty centi- 
meters from the ileo-cecal valve, a large 
Meckel’s diverticulum with inflamma- 
tory changes was found. The ileum had 
looped upon itself and the distal ileum 
was drawn up and adherent to the 
Meckel’s diverticulum with inflammation 
and adhesions very apparent. The 
Meckel’s diverticulum, along with ap- 
proximately twelve centimeters of ileum, 
was resected and small bowel continuity 
re-established with an end to end ileal 
anastomosis. The patient’s recovery was 
remarkably uneventful with the patholo- 
zist’s report showing, “Meckel’s diver- 
ticulum showing ectopic foci of gastric 
mucosa, as a source of massive gastro- 
intestinal hemorrhage.” 

History of Meckel's Diverticulitis 
Hildanus, in 1598, first described 
Meckel’s diverticulum, but it was not 
until 1809 that Johann Friedrich Meckel 
gave his classic description of this con- 
genital anomaly and explained the em- 
bryological development. 

Meckel’s diverticulum occurs in from 
two to four percent of all people with 
males showing a three to one predomi- 
nance. It seems to be the most common 
of all congenital anomalies of the gastro- 
intestinal tract. 

Pathology Meckel’s diverticulum 
is a loose term improperly applied to all 
remnants of the omphalomesenteric duct 
(vitelline duct), the duct conveying 
nourishment from the yolk sac to the 
embryo. Normally this duct disappears 
early in fetal life, usually between the 
fifth and six month, leaving no remnant. 
Failure of involution of the entire duct 
results in a fistula formation from the 
small intestine to the umbilicus. If only 
the umbilical portion persists, a mucus 
discharging sinus remains at the um- 
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bilicus, Persistence of the intestinal 
end of the duct, as a free-blind, finger- 
like, outpouching from the anti-mesen- 
teric border of the ileum produces the 
most common type of Meckel’s anomaly. 
This usually occurs within thirty to 
sixty centimeters of the ileo-cecal valve. 
Inasmuch as there is wide communica- 
tion of the yolk sac with the primitive 
gut in the first few weeks of embryonic 
life, gastric, duodenal, colic, and/or 
pancreatic tissue may be found in a 
Meckel’s diverticulum. 

An umbilical sinus resulting from the 
proximal portion of the persistent 
omphalomesenteric duct is a_ rare 
finding, and when present, it is com- 
monly mistaken for an ordinary um- 
bilical granuloma. The umbilical granu- 
loma is grayish-white, nodular, firm 
and wet, while the umbilical sinus is 
soft, red, and glistening and secretes 
mucus. (Dr. Potts of Children’s Memo- 
rial Hospital, Chicago, used to describe 
it as a “strawberry in the umbilicus.” ) 
The mucoid secretion from an umbilical 
sinus is sticky and will make a string. 
as the finger is withdrawn from it. Sil- 
ver nitrate cauterization will eliminate 
the umbilical granuloma, but will have 
no curative effect on the sinus. Surgery 
is needed here to effect a cure in most 
cases. Lipiodol injected into the sinus 
followed by x-rays will make the diag- 
nosis, Even if the sinus opens to the 
bowel wall, however, gas and intestinal 
fluid rarely discharge through the sinus. 

Complications 1. Massive hemor- 
rhage occurs in from twenty to thirty 
percent of all Meckel’s diverticulum. 
Sudden, massive hemorrhage from the 
bowel in a child from one to four-years- 
of-age is so characteristic of Meckel’s 
diverticulum, as to be almost pathogno- 
monic. This is rare below three months 
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or in teenagers, however. This blood 
is brick red and is measured by the cup- 
ful and not by the teaspoonful. Remem- 
ber also that beets will color a stool 
brick red. 

This bleeding may be exsanguinating 
with pallor, weakness, sweating and 
finally a shock-like state, as happened 
in the case presented, or it may be 
chronic occult bleeding. Hemorrhage 
from a bleeding Meckel’s diverticulum 
arises from a peptic ulcer in misplaced 
gastric mucosa, as there is no neutraliza- 
tion of the acid by alkalies here. 

2. Other complications include per- 
foration and peritonitis, with the in- 
flammation resembling an acute appen- 
dicitis in all respects. 

3. Intestinal obstruction may be pro- 
duced by a fibrous cord and in some 
cases by repeated inflammation of the 
Meckel’s diverticulum with adherence 
and kinking of another portion of the 
small bowel with no real perforation of 
the Meckel’s. 

4. Intussusception and even tumor 
formation are much more rare than the 
above mentioned. 

In infancy and childhood, bleeding is 
the most common symptom, while in 
adults, intestinal obstruction and diver- 
ticulitis are more common. 

Diagnosis The clinical history is 
most important, as x-ray diagnosis of 
Meckel’s diverticulum is very difficult, 
and physical findings are usually of 
little value unless signs of peritoneal 
irritation are present. Proctoscopy and 
barium enema with air contrast studies 
are mandatory in any patient with rectal 
bleeding. In acute attacks, particularly 
in children, boring, peri-umbilical pain 
with or without gross or occult blood 
in the stool should make the diagnosis, 
particularly so when the pain is not re- 
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lieved by eating antacids, postural drain- 
age, etc. It must be remembered, how- 
ever, that pain is by no means invari- 
ably present. 

Treatment It is customary to re- 
sect any Meckel’s diverticulum when 
found, due to the fear of gastric mucosa 
being present in it with the danger of 
subsequent peptic ulceration and pos- 
sible hemorrhage. Every Meckel’s di- 
verticulum arises on the anti-mesenteric 
border of the bowel, but previous infec- 
tion and consequent adhesions can 
firmly plaster the diverticulum to the 
mysentery, making it appear in some 
cases like a large lymph gland. 

@ The third case is that of a forty- 
three-year-old white female housewife 
who was explored due to a preoperative 
diagnosis of low, non-strangulated, small 
bowel obstruction. She had entered the 
hospital several days previously due to 
intractable diarrhea with generalized 
abdominal pain. Her past history was 
entirely negative. She was a Para three, 
Gravida three, with all her children now 
in their late teens. Her menstrual peri- 
ods occurred regularly every thirty days 
with no discomfort of any kind, and 
she denied ever having any dyspareunia. 
Pelvic and speculum examination, as 
well as rectal examination, revealed 
nothing remarkable. Flat plate of the 
abdomen disclosed a small bowel pat- 
tern with one fluid level. Auscultation 
of the abdomen revealed high pitched 
bowel sounds. 

On exploration, a hard, stenosing 
lesion was found about twelve centi- 
meters from the ileo-cecal valve, caus- 
ing a complete ileal obstruction at this 
point. Grossly the lesion felt like a 
carcinoma. 
distal end of the appendix was firm and 
bulbous and yellowish in appearance, 


In addition, however, the 





simulating a carcinoid. The pelvic or- 
gans and all other abdominal viscera felt 
and looked entirely normal. The proxi- 
mal ileum was decompressed and a 
frozen section biopsy then made of both 
the ileal and the appendiceal lesions. 
The pathologist reported endometriosis 
of both the ileum and the appendix. A 
sixteen centimeter segment of ileum, in- 
cluding the stenotic lesion, was removed, 
along with the appendix, and small 
bowel continuity was restored with an 
end to end ileal anastomosis. Nothing 
was done to the pelvic organs, and the 
patient made a quick and uneventful 
recovery. However, within sixty days. 
this patient had an acute flare-up of 
endometriosis requiring panhysterec- 
tomy. At the time of the second opera- 
tion, the entire abdominal cavity and 
its contents were found to be studded 
with endometriomata. The patient has 
been entirely well since convalescing 
from the second operation. 
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Microscopic examination of the ileal 
tumor shows normal ileal] mucosa and 
submucosa, and then a diffuse infiltra- 
tion of endometrial glands and stroma 
in the center of the muscularis. A 
marked reactive fibrosis surrounded the 
scattered nests of ectopic endometrium. 
The overlying serosa showed vascular 
proliferation with hemorrhage, focal 
areas of edema, and infiltration by poly- 
morphonuclear leukocytes. 
Endometriosis Endometriosis is a 
disease due to “extra-uterine aberrant 
endometrial proliferation.” While sim- 
ple endometriosis is quite common in 
any surgical or gynecological practice. 
intestinal obstruction due to endome- 
triosis is relatively rare. A search of 
the literature has revealed less than 
forty instances of previously reported 
cases of obstruction of the ileum due to 
endometriosis. Obstructive cases are 
the result of relatively long-standing dis- 
ease, in most cases, in which the repeated 
monthly insults to the wall of the bowel 
and to the peritoneum results in greater 
and greater reaction. This takes the 





Endometriosis of lleum with complete 
obstruction. 
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form of edema and inflammation, fol- 
lowed rapidly by scarring and scar con- 
tracture. Eventually, the lumen of the 
involved bowel is so narrowed that ob- 
struction, either partial or complete, 
takes place at the time of menstruation. 
If allowed to progress, permanent ob- 
struction may occur, as in this case. 

Endometriosis was first reported and 
described by von Rokitansky in 1860. 
Since then many theories have been ad- 
vanced to explain endometrial lesions 
in extragenital antomic locations. Samp- 
son’s implantation theory postulates the 
regurgitation of particles of endome- 
trium at the time of menstruation, 
through the uterine tubes, with implan- 
tation within the abdominal cavity and 
pelvis. This seems to be the most gener- 
ally accepted theory, and certainly in this 
particular case, Sampson’s theory would 
be acceptable as to the etiology. Much 
literature and investigative work since 
Sampson’s life-long efforts towards prov- 
ing his retrograde theory still leaves 
doubt in the minds of both the patholo- 
gist and the clinician about the true 
nature of this condition however. The 
multiplicity of reported aberrant loca- 
tions, from the thigh to the eye, and 
even in the lung, reactions to hormones, 
and secondary alteration of anatomy and 
physiology of many body organs, have 
confused the proponents of every theory 
of pathogenesis. 

Endometriosis, a benign condition, 
may at times be confused with a malig- 
nant neoplastic process due to its in- 
filtrative tendencies. However, malig- 
nant transformation of endometriotic 
lesions has occurred with carcinomatous 
change being described much more fre- 
quently than the rare sarcomatous trans- 
formation. 

@ The final case is that of a fifty- 
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four-year old white male with sudden 
onset of severe generalized abdominal 
pain, tremendously distended abdomen 
on admission, and x-ray findings of a 
sigmoid volvulus. 

Proctoscopic examination with at- 
tempts at passing a firm rectal tube were 
unsuccessful and on exploration the fol- 
lowing was found. 

The volvulus could not be untwisted 
but resection of this twisted, markedly 
distended, gangrenous sigmoid colon 
was accomplished, with a left upper 
quadrant colostomy being formed. The 
distal colon was closed with black silk 
sutures, and eight weeks later colonic 
continuity was restored by means of an 
end-to-end anstomosis. It is wise to 
have a rectal tube in place during 
surgery. 

The prognosis in cases of acute volvu- 
lus is dependent to such a marked degree 
on early recognition that immediate ab- 
dominal exploration is demanded when- 
ever the condition is suspected. The 
mortality has been high, owing chiefly 
to the fact that most of the patients are 
operated upon late. 

In acute cases which come to opera- 
tion early, simple untwisting of the 
strangulated segment is all that is neces- 
sary. The procedure of untwisting is 
accomplished more easily and quickly 
under the eye, hence the advisability, if 
volvulus is suspected, of a long ad- 
dominal incision. Detorsion unfortu- 
nately is not always easily effected; this 
is particularly true of volvulus of the 
cecum. A useful procedure frequently 
is puncture and aspiration of the dis- 
tended loop to empty it of its gas and 
fluid content prior to delivery for in- 
spection. Due to the lethal nature of 
the contents in such instances, however, 


Volvulus Sigmoid Colon 


in order that the puncture opening may 
be closed, the moment the decompression 
has been effected, the precaution should 
be taken of placing a mattress or purse- 
string suture in the bowel preliminary to 
insertion of the aspiration needle or 
trocar. It is usually advisable to drain 
the obstructed loop by enterostomy or 
cecostomy, following detorsion, since 
many patients die within twenty-four 
hours following operation, from pro- 
found toxemia. Not only do these pro- 
cedures drain off the toxic contents, but 
also tend to fix the bowel to the abdomi- 
nal wall. Obviously, in the presence of 
vascular occlusion of a marked degree, 
resection, although hazardous, should be 
carried out in the quickest manner com- 
patible with safety. 

7210 Red Road 
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Summary 


Four cases representing the more 
unusual types of pathology of the 
gastrointestinal tract seen at surgery, 
have been presented, namely, 

1, Gangrene of the appendices epi- 
ploica. 

2. Meckel’s diverticulitis with mas- 


sive gastrointestinal hemorrhage due 
to peptic ulceration in the diverti- 
culum. 


3. Endometriosis causing complete 
ileal obstruction. 


4. Volvulus of the sigmoid colon. 
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Mycoses and the Proctologist 


Daring the past few years, in- 
creasing interest has been focused on 
diseases caused by the mycoses or fungi. 
Coincident with the increased use of 
steroids and antibiotics, fungus diseases 
have become more prevalent.’:* Under 
normal conditions, the lower bowel, as 
well as other components of the gastro- 
intestinal tract, has remarkable resist- 
ance to infections by yeast-like growths. 
With oral use of antibiotics, the normal 
flora of the bowel is altered, permitting 
a flourishing growth of fungi, especially 
Candida Albicans.’’* 

Most frequent of the mycotic infec- 
tions, the proctologist encounters those 
caused by Candida Albicans, Tricho- 
phyton Rubrum, and Tinea Mentagro- 
phytes. A history of having taken anti- 
biotics or steriods by mouth in a patient 
who complains of intense itching, burn- 
ing and moisture about the anal canal, 
should arouse suspicion of a mycotic in- 
fection. By the time the doctor sees him, 
many different powders, baths and oint- 
ments will have been applied to the 
troublesome area, with temporary, or 
no relief. In some patients, diarrhea is 
also present, due to prolonged use of 
antibiotics.*> Particularly significant is 
the development of intertrigo involving 
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the anal, peri-anal, and gential areas. 

Etiology Mycotic infection may oc- 
cur from intimate contact with an in- 
fected individual, toilet seat, chairs, 
bedding, and clothing.1! Under normal 
conditions Candida Albicans 
sidered, by some workers, to be a con- 
stituent of human, oral and intestinal 
flora.’* In infants and children the pre- 
sence of Candida Albicans in large 
quantities in the bowel movements pre- 
disposes to continuous lesions in the 
peri-anal and diaper areas and may be 
a focus of infection for these lesions.® 

Diagnosis Examination of the hands 
may reveal the presence of Dermatophy- 
tids (or “ids”) in many cases. These 
are sterile, small, vesicular lesions, 
usually found on the palms of the hands 
and on the interdigital surfaces of the 
fingers. Sometimes they may be erythe- 
matous patches appearing widespread 
over the torso. 


is con- 
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On inspection of the peri-anal areas, 
well defined, bright red, exuding patches 
with scalloped borders will be noted, At 
times small, flaccid vesico-pustules may 
be seen at the rims of the lesions, with 
or without maceration (older lesions 
most commonly are macerated).’ This 
lesion is usually caused by Candida 
Albicans (Monilia). 

Tinea Cruris resembles closely this 
same type of condition. Tinea Rubrum, 
Trichophyton Mentagrophytes, or Epi- 
dermophyton Floccosum may be the 
caustive mycoses. The lesion in this in- 
stance is well marginated, scaly, and 
the edges show minute vesico-pustules. 
This eruption may be brownish in color, 
bilateral and symmetrical in extent, 
reaching both buttocks and the pubic 
area. 

The axillae, the umbilical and infra- 
mammary areas are quite commonly 
also involved.* 

Differential Diagnosis A few con- 
ditions of the skin resemble mycotic 
and differential diagnosis 
must be made before treatment is in- 
stituted. Psoriasis is often found on the 
buttocks and intergluteal regions. Here 
the lesions consist of silvery scales, 
which, upon removal, leave a hyper- 
emic, oozing, capillary base. Allergic 
skin disorders may cause intractable 
itching and erythema about the peri- 
anal canal. A history of sensitivity to 
foods or drugs will aid in confirming 
the diagnosis of allergic dermatitis. 
Usually the itching appears before any 
rash does, Eliminating the offending 
allergen and local therapy usually clears 
up this condition. Neuro-dermatitis ap- 
pears as a moist, lichenified lesion, with 
a history of intense itching followed 
later by an eruption. Syphylitic lesions 
must always be ruled out, as they may 


infections, 
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commonly imitate almost any type of 
skin condition. 

Laboratory Methods of Diagnosis 
Direct microscopic examination of 
materials taken from a suspected my- 
cotic lesion should be done, to confirm 
or rule out the presence of yeast-like 
organisms, This may be done by care- 
fully scraping a suspicious area of skin 
and collecting the material on a clean 
glass slide. The scraping may best be 
carried out with a dull scalpel, select- 
ing the advancing edge of a lesion, 
macerated skin, surfaces of vesicles, or 
infected hair. A few drops of Potassium 
Hydroxide (N/10 normal solution) is 
added to the scrapings and the entire 
slide is covered with a clean cover-slip. 
Some investigators add a drop of India 
ink to the slide to bring out more clearly 
any spores or mycelia. Careless collect- 
ing of material will not be conducive to 
success in finding organisms. Medicated 
areas and areas containing pus should 
be avoided. If fungi are present, spores 
and mycelia will be seen under the 
microscope. Candida organisms usually 
show up as a tangled network of fine 
mycelia with clusters of spores. 

Tinea Rubrum or Tinea Mentagro- 
phytes may appear as large numbers of 
chains or spores, in which the elements 
tend to be flattened out. 

Cultural methods may take much 
longer to carry out, but there is no 
doubt that definite diagnosis can be 
made. A culture dish (Petri type is 
preferred) is prepared with a suitable 
media. Sabouraud’s (Agar—Peptone— 
Dextrose) is very commonly used, al- 
though corn meal agar (yellow corn 
meal—agar—water) is preferred by 
some investigators, especially if Can- 
dida infection is suspected. Here again, 
an advancing border of a lesion is 
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chosen, or perhaps the surface of a 
vesicle, or infected hair. These areas 
are lightly and carefully wiped with 
alcohol, and then scraped with a sterile, 
dull scapel, and the scrapings are trans+ 
ferred directly to the culture medium. 
Growths of the fungi will vary accords 
ing to the organism involved, the culture 
medium, and the environmental tem- 
perature; usually room temperature is 
sufficient. Candida Albicans, in five to 
ten days, will appear as wet pasty, 
cream colored colonies. Tinea Rubrune 
and E. Floccosum grow much more 
slowly and may not be apparent for 
two to three weeks. The E. Floccosum 
colonies have velvety or felted surfaces, 
with irregular folds and grooves. The 
color varies from olive to grey-green, 
with occasional whitish tufts, Trichos 
phyton Rubrum colonies appear ag 
fluffy, pure white, and hemospheric in 
shape. If the aerial growth is abundant, 
the colony appears white and fluffy; if 
it is sparce, then a rose-purple color 
may be noted. Microscopic indentifica- 
tion is best left to laboratories which 
are well manned and equipped for this 
procedure. 

Treatment Local treatment in some 
instances is sufficient to eliminate my- 
cotic infection of the peri-anal area. In 
many cases, treatment must be directed 
towards the elimination of all foci of 
infection both locally and in the gastro- 
intestinal tract,*® particularly if infection 
by Candida Albicans is suspected. Often 
such lesions may be a manifestation of 
diabetes mellitus, and this condition 
should be suspected until it is ruled out 
by appropriate laboratory tests. Pro- 
phylactic measures, such as cleanliness, 
proper personal hygiene, and protection 
against infecting others, should be en- 
couraged and emphasized. Local appli- 


cations of 1% or 2% aqueous solution 
of gentian violet is still preferred by 
many clinicans for most types of my- 
cotic infections of the anogenital areas. 
Nystatin is a vanishing cream (My- 
costatin) is very effective against Can- 
dida infections. The cream is applied 
several times daily to the affected areas. 

Recurrences respond well to this treat- 
ment. In stubborn cases Nystatin in the 
form of 500,000 unit tablets, two to 
three times daily, may be given orally. 
Whitfield’s ointment is commonly used 
for these conditions, though precautions 
against continued irritations by this or 
similar preparations must be observed. 

In long standing, recurring infections, 
oral griseofulvin has been used with 
some success. This drug is not effective 
against Candida (Monilial) infections, 
but will suppress many ringworm le- 
sions. Before instituting treatment with 
griseofulvin, the diagnosis of mycotic 
infection by organisms sensitive to this 
drug, must be confirmed.'’® This can be 
done by direct microscopic examination 
and culture of the scrapings from a sus- 
pected lesion as described previously. 
Usually one gram of griseofulvin daily, 
in divided doses, given for three to eight 
weeks is sufficient for most such der- 
matoses, Relapses may occur as a result 
of too short a course of treatment with 
this drug, or re-infection, and these 
should be given a second course of treat- 
ment.° No lesion should be considered 
“cured” until it is microscopically and 
culturally free of any yeast-like organ- 
isms. 

Occasional side effects may occur with 
the use of griseofulvin, which may ne- 
cessitate cessation of this therapy or 
lessening of the dose of the drug. Some 
of these include: drug eruptions, as 
urticaria, vesicular and maculo-papular 
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President’s Page 


The Changing Trend in Medical Meetings 


Recently I had the privilege of being the Chairman of the 
Twelfth Annual Teaching Seminar of the International Academy 
of Proctology, held in Miami Beach, Florida. While it was a great 
privilege to hold this position, it has also proved to be a great 
teacher. 


There appears to be a change in the trend of medical meetings. 
The meetings that we are all so familiar with, where papers are 
presented, and discussed, seems to be passing somewhat into the 
background. In its place we see meetings, which more and more 
emphasize the formal type of teaching, post-graduate activities, 
and a great deal of enthusiasm for the basic science aspect of 
medical education. 


During the meeting in Florida we initiated the use of the 
“work shop” in our Teaching Seminars. This can hardly be con- 
sidered an original idea as many of the medical societies and other 
organizations have used this at their convention meetings for years 
with a great deal of success. I was rather anxious to see how this 
would be accepted in our specialty group. Two work shops were 
arranged, one in surgical pathology and one in hypnosis. These 
were arranged in rather small groups, on a first come first served 
basis. I was overwhelmed by the enthusiasm for these work shops. 
I must say I was somewhat embarrassed for not having made 
adequate provisions so that a greater number of the membership 
could participate. 


To those who were unfortunate enough not to have made prior 
arrangements and who could not participate in either of these two 
work shops, I extend my sincere apologies. However, again I 
repeat we had no way of knowing how this type of program would 
be received. 





It was gratifying to see the excellent attendance at the basic 
science lectures. 


I believe our Society must recognize the changing trend in 
medical meetings, we must appreciate the desire of physicians 
attending these meetings for more formal courses, for meetings 
that will allow more active audience participation and for more 
“work shops” in such fields as pathology, etc. We must learn to 
strike a balance between the formal educational aspects, the panel 
type of discussions, and the presentation of interesting papers and 
new developments. 


I should like to extend my sincere thanks to the many 
physicians and educators from all parts of this country and other 
countries, who joined with us to make our program a success. 
We are indebted to the physicians, surgeons, educators, and 
hospital administrators from the Miami area, who did so much to 
make us welcome, and contributed so much to the success of our 
program. A very special “Thank you” to the great hospital in the 
Miami area, whose staff so kindly loaned us a rare type of projector, 
which at the last minute we were informed might not be available. 


ALFRED L. SoLow, M. D. 





dermatitis; headaches, dizziness and 


gastrointestinal disturbances. In rare 
instances, temporary depression of white 
is the 


blood cells were noted.'’'? It 


experience of many proctologists that 
both local and oral therapy together 
succeeds best in stubborn or frequently 
recurring eruptions.'° 


Summary 


1. Fungus infections have increased 
since the advent of the antibiotic 
cra. 

2. Most frequently encountered of 
the mycotic lesions by the proctolo- 
gist are those caused by Candida 
Albicans, Rubrum, 


Tinea Mentagrophytes, and Epider- 


Trichophyton 


ophyton Floccosum. 


3. Confirmation of diagnosis by 
direct microscopic examination and 
culture of scrapings is encouraged. 

4. Griseofulvin is an important 
drug in treatment of resistant, re- 
lapsing mycotic infections caused by 
Trichophyton Rubrum, Tinea Menta- 
grophytes and Epidermophyton Floc- 


cosum, 
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CLINICAL NOTE: 





Anti-Malignancy Factors 


Apparently Present In 


Organically Grown Foods 


This clinical note is written 
with considerable hesitancy, and yet on 
five different occasions during the past 
thirty-six years of practice, I have seen 
a marveious phenomenon occur. 

Five patients have been observed with 
extensive malignancies, proven by bi- 
opsies, of either the gastrointestinal 
tract, or blood (leukemias), or sar- 
comas. Strangely, these five individuals 
all died many years later from diseases 
unrelated to these former malignant 
processes, It was shown in all five in- 
stances, following most thorough and 
painstaking autopsies, performed by 
highly competent pathologists, that no 
discernible pathologic evidence could 
be found then that such patients had 
ever previously had the various malig- 
nant diseases, proven by adequate bi- 
opsies to have been present in the past. 

The only constant factor in the lives 
of these five persons was the fact that 
they all ate home raised, organically 
grown foods that were free from various 
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chemical preservatives and insect repel- 
lent sprays. Unfortunately, here in Los 
Angeles we have learned to our dismay 
that smog apparently destroys these 
beneficial factors in organically grown 
foodstuffs. Possibly, such optimum foods 
possess unidentified antibiotic factors 
that are antagonistic to malignant 
growths in some humans. Some recent 
evidence attributes such beneficial ac- 
tions to certain antibiotics studied so 
far. 

This brief clinical note is written with 
the hope that it may prove of possible 
benefit to other Coloproctologists deal- 
ing with apparently hopeless malignant 
disease in their own patients. Surely, 
this recommended adjuvant therapy is 
innocuous and might prove life-prolong- 
ing or éven arresting the further progress 
of the malignant disease. This is cer- 
tainly worth trying and remembering for 
possible future use. 


7046 Hollywood Boulevard 
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Was Organ- 








ically- 
Grown Food 
Eaten? 
Pre- Post 
Op.: Op.: 
No. Yes. 
ie i: 
No. No. 
2: 2. 
No. Yes. 
ie L. 
No. No. 
2 2. 
No. No. 
3. 3. 
No. Yes. 
I. ip 
No. No. 
2. Z. 
No. Yes. 
No. Yes. 


Age 
Sex, Type at Type 
Patient's Age— of time Lo- Was of 
Initials at Malig- of cation Sur- Opera- 
No. _ tion: Death, nancy Metas- Diag. of gery tion 
Occupa- Race: and tases, of Malig- _ Per- Per- 
and Grade: present? Malig.: nancy: formed? formed: 
l. R.L.F. Male Adeno— Yes, 52. Descend. Yes. Partial 
Painter. 84, Ca. in Colon. Left— 
W. iii. Liver. Colec- 
tomy; 
Trans- 
verse 
to 
Sigmoid 
Colotomy. 
2. S.R:S. Female 1. e.7 1.— 1. Re Yes. 1. Ampu- 
Student, 78, Osteo- 2.— LS, Femur, tation, 
House- W. genic Yes. 2.— Mid. 1/3; Rt. Thigh 
wife. Sarcoma, 54. 2. Mid- Prox. 1/3. 
iii; Rectum. 2. Comb. 
2. Abd.-Per- 
Adeno— ineal Re- 
Ca., section. 
ii. 
3 J.R.Mc Male 1: ip 1.— 1.— 1.— 1. 2/3rd 
M. 81, Adeno— Yes. 48, Stomach. Yes. Gastric- 
Butcher W. Ca, i, 2. 2.— 2. Gen- 2.— Resec- 
ya Yes. 50, eralized: Yes. tion, Ant. 
Lymph.— 3. 3.— 3.— 3.— Polya. 
Leukemia Yes. 60. Recto- Yes. 2. Biopsy, 
3 Sigmoid. base 
Adeno— L. Neck. 
Casi, 3. Combin.- 
Abd.-Perin. 
Resection. 
4 R.W.C. Male A. bs 1.— 1.— 1.— 1. Biopsy 
Janitor. 74 Hodg- ‘Yes. aT. General- Yes. L. Axilla. 
Negro. _ kin’s z; 2.— ized. 2.— 2. Comb. 
Dis. Yes. 53. 2. Upper Yes. Abd.-Per- 
2. Rectum. ineal Re- 
Adeno— section. 
Ca, ii. 
R:T.J. Male Adeno— Yes. 59. Cecum. Yes. Rt. Hemi- 
Account- 79, Ca, Colectomy, 
ant. Ww. iii. Ileo- 
Transverse 
Colostomy. 


** Note:—These were all my own personal Patients. 
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A CLINICAL EVALUATION 









The Laxative Action 


of Bisacodyl 


Despite all the dramatic 
chemotherapeutic advances of the past 
twenty-five years, little progress has 
been made in developing new azents de- 
signed to overcome the simp!e problem 
of constipation. For this reason a rela- 
tively new agent, bisacodyl, has engaged 
the attention of the authors. 

Chemically, bisacodyl, is bis (p-ace- 
toxyphenyl) -2-pyridylmethane, a_taste- 
less compound, practically insoluble in 
water or alkaline solutions. 

From the pharmacologic standpoint 
bisacodyl appears to hold distinct, poten- 
A variety of experi- 
ments in animals indicate that the drug 
does not act by systemic absorption but 
by direct contact with 
mucosa.’ The mechanism apparently in- 


tial advantages. 


the colonic 


volves nervous reflex action which re- 
sults in peristaltic contractions of the 
large gut. The strongest effect is achieved 
when the drug comes in contact with 
the rectal mocosa.* Lowered intestinal 
tone is stated not to affect the action of 
biscacodyl so that the drug might be 
expected to work, even in patients with 
partial paralytic ileus.*** Because of 
the mechanism involved, the drug is 
effective whether administered by mouth 


or by rectum. 
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In clinical trials bisacodyl has ap- 
parently achieved considerable measure 


5-20 


of success.’ Most authors appear to 
concur with the description given by 
Archambault" that it is a gentle but 
effective laxative, singularly free from 
tendency to produce griping or purga- 
tion. The resulting motions are stated 
seldom to exceed two in number and 
the stools generally to be soft and 
formed. As well as for the treatment of 
constipation, bisacodyl has been used 


7-9, 18 


quite widely for radiologic’: and 


5, 13, 20 


endoscopic procedures, and in 
pre- and postoperative routines.” ° For 
such specialized procedures, the drug 
has proved highly effective in producing 
the very thorough emptying of the bowel 
required, without causing the patient un- 


The drug 


has proved equal or superior to castor 


due abdominal discomfort. 


oil and cleansing enemas, and, in both 
radiologic and endoscopic procedures, 
exceptionally clear visualization has been 
obtained. On the basis of these favor- 
able findings, the authors instituted the 
use of this drug on their own hospital 
services and in their office practice. 

The patients described in this report 
were drawn from two separate hospitals, 
The Central Hospital, Somerville, Massa- 








2 
3 





chusetts and The Cambridge City Hos- 
' pital, Cambridge City, Massachusetts. 
). The former contributed 100 patients 
h treated under the supervision of two of 
the authors (T.A.L. and B.F.A.) while 
the latter provided a series of 31 patients 
treated under the supervision of the re- 
maining author (R.H.G.). The two in- 
vestigations were conducted entirely in- 
dependently and without knowledge on 
either side that the other had the same 
problem under study. 
Investigation and Results 
tal the records of 150 patients were 
available for analysis of which 100 re- 
ceived the tablets and 31] were treated 
with suppositories, 


In to- 


* Central Hospital, Somerville, Mass. 
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The tablets of 
bisacodyl 5 mgms. were administered in 
a dosage of one to three tablets in the 
evening to procure bowel evacuation the 


Bisacodyl Tablets. 


following morning. The drug was em- 
ployed not only for the relief of simple 
constipation but also as preparation for 
proctosigmoidoscopy and _ intravenous 
pyelography and in routine pre- and 
postoperative care. The results are sum- 
marized in Table I. 

There appears little difference be- 
tween the results obtained in the two 
In the relief of constipation, 
22 of 25 patients in one group, and 27 
of 31 in the second group, obtained 
In preparation for 


hospitals. 


bowel evacuation. 


TABLE | RESULTS OF ADMINISTRATION GF BISACODYL TABLETS 
Hospital Group 1* Hospital Group lit 
NO. OF NO. OF 
Indication PATIENTS RESULTS PATIENTS RESULTS 
Constipation 31 25-—excellent 25 18—adequate 
2-inadequate 4-inadequat2 
4-failure 3—no result 
Proctosigmoidoscopy 14 1 1-excellent l Adequate 
3-fair 
Intravenous pyelography 3 excellent l Adequate 
Pre-operative preparation 23 19-excellent 2 1—adequate 
1-good 1-inadequate 
3-failure 
Post-operative care 29 25-excellent pi Adequate 
4—required 
enemas 


t Cambridge City Hospital, Cambridge, Mass. 





proctosigmoidoscopy, excellent cleans- 
ing enabling completely unobstructed 
viewing, was secured in 12 of 14 pa- 
tients. In the remaining two, bowel 
emptying was good but some fecal resi- 
due still adhered to the mucosa. In all 
four cases treated as a preliminary to 
intravenous pyleography, results were 
highly satisfactory. Given as a pre- 
liminary to operation or during the im- 
mediate postoperative period, the tablets 
produced satisfactory bowel emptying in 
47 of 55 cases. It is our impression that 
the failures in this group were due pri- 
marily to inadequate dosage and/or 
postoperative sedation. 

The time elapsing between adminis- 
tration of the drug and bowel evacuation 
ranged from two to nineteen hours. 
However, in the vast majority, effect was 
observed in ten to fourteen hours so 
that evening administration almost uni- 
formly resulted in evacuation the fol- 
lowing morning. 

Bisacodyl Suppositories. The sup- 
positories were used in the same indica- 
tions as the tablets with the exception 
that no cases were prepared for proc- 
tosigmoidoscopy by this means (Table 
II). Although the number of treated 
cases is insufficient for final evaluation, 
the results appeared for all practical pur- 
poses comparable to those obtained with 
the tablets. The time taken for the sup- 
positories to act ranged from twenty 
minutes up to five hours but, in the ma- 
jority, effect was obtained within an 
hour of administration. 

Discussion In the experience of the 
authors, all methods previously em- 
ployed to secure bowel evacuation either 
for the relief of constipation, or as a 
preliminary to diagnostic, or surgical 
procedures have suffered from serious 


drawbacks. Bisacodyl, in either form, 





TABLE {i RESULTS OF ADMINISTRATION 
OF BISACODYL SUPPOSITORIES 
NO. OF 
INDICATION PATIENTS RESULTS 
Constipation 25 18—adequate 
4—inadequate 
3—-no result 
Procto- 
sigmoidoscopy 1 Adequate 
Intravenous 
pyelography 1 Adequate 
Pre-operative 1—inadequate 
preparation 2 1—adequate 
Post-operative 


te 


care Adequate 


tablets, or suppositories, appears to 
overcome most, if not all, of these dis- 
advantages. 

The drug acts with an exceptional de- 
cree of reliability, action being almost 
invariably obtained overnight with the 
tablets and within one to two hours 
after administration of the suppositories. 
In most instances tablets alone or sup- 
How- 
ever, in a few cases, we have employed 
a combination of tablets at night fol- 


lowed by a suppository in the morning. 


positories alone prove adequate. 


It is our impression that evacuation is 
thereby rendered more complete and 
this may well prove the optimal system 
of treatment when very complete empty- 
ing is desired, as, for example prior to 
operation or endoscopic procedures. On 
the other hand, usage of the supposi- 
tories alone causes least disturbance to 
the patient and hence they are well- 
adapted to the postoperative state and 
debilitated or senile patients. 

Our experience with bisacodyl as a 
preliminary to proctosigmoidoscopy 
also includes thirty-nine office-treated 
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cases not included in the tabulation. 
Colonic emptying in these as well as in 
the tabulated cases was generally excel- 
lent. Visualization revealed no evidence 
of mucosal irritation as a result of the 
drug. In cases prepared for intravenous 
pyelography, there was a notable absence 
of fecal or gas shadows so that excellent 
visualization was secured. 

Far fewer complaints of griping or 
tenesmus were received from patients 
receiving bisacodyl than has been our 





Mo- 
tions were generally soft but formed. 
Their number seldom exceeded two, fol- 
lowing either tablets or suppositories. 


experience with other laxatives. 


No side effects of any nature were seen 
even though all patients were carefully 
observed for untoward reaction. 

It is the impression that results from 
bisacodyl, in general, were perhaps even 
more satisfactory than those obtained 
by means of castor oil and enemas and 
caused the patients far less disturbance. 


Summary 


1. A clinical trial has been given 
bisacodyl in both tablet and supposi- 
tory form in one hundred fifty-one 
hospitalized patients to relieve con- 
stipation, as a preliminary to diagnos- 
tic and surgical procedures, and for 
initial bowel evacuation following 
operation, Thirty-nine additional pa- 
tients were treated in the office with 
good results. 

2. The results indicate bisacodyl 


effectively empties the colon and rec- 
tum with a minimum of griping or 
tenesmus. In both radiologic and 
endoscopic procedures, emptying is 
usually sufficiently adequate to insure 
excellent visualization. 

3. Bisacodyl appears to be a safe 
and reliable laxative suitable for spe- 
cialized diagnostic and surgical pro- 
cedures as well as for relief of acute 
or chronic constipation. 
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Urologic Complications of 


Anorectal and Colon Surgery 


The statistical incidence of 
urologic complications of ano- 
rectal and colon surgery as re- 
ported in the literature sug- 
gests a high ratio, even up to 
eighty percent of patients thus 
operated upon, and reflects the 
great clinical importance of 
proper attention to the urinary 
tract preoperatively, during op- 
eration, and particularly fol- 
lowing surgery of the lower and 
terminal bowel. 


_ an hemorrhoidec- 
tomy—from my observations, at least—- 
nearly every patient develops some 
dysuria and very often urinary reten- 
tion requiring relief by catheterization, 
either periodically or indwelling. 

The complications here discussed are 
those which may follow hemorrhoidec- 
tomy, excision of the rectum, rectosig- 
moidectomy, and operations on the 
colon, particularly the distal segment. 
These include disturbances of urination 
(dysuria, weak stream, but predomi- 
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nantly vesical retention), urinary infec- 
tion, perineal fistula, vesicocolic fistula, 
and surgical trauma of the bladder and 
of the ureter. There may be local can- 
cer extension to the urinary tract par- 
ticularly when the lesion is in the rectum 
and adjacent to the prostate or posterior 
bladder wall. About fifteen percent 
show clinically local recurrence of can- 
cer with involvement of prostate and 
bladder, and at autopsy the incidence is 
The relative fre- 
quency of these continuing severe com- 


over forty percent. 


plications following abdominoperineal 
rectosigmoidectomy is suggested in the 
105 patients reported by Baumrucker 
and Shaw, there being twenty-one with 
persistent residual urine postoperative, 
six with postoperative perineal fistula, 
and six with ureteral injuries. Four 
suffered persistent complete vesical re- 
tention due to parasympathetic nerve 
damage, pain from pericystitis (one), 
and perineal metastases (one). 
Etiology of Complications Uri- 
nary Retention. In patients of all ages 
subjected to hemorrhoidectomy, acute 


Presented by invitation to the Twelfth Annual 
Teaching Seminar of the International Academy 
of Proctology, Miami Beach, Florida, on April 
28, 1960. 
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vesical retention due to reflex urethro- 
vesical sphincterospasm is common as 
it often is after perineal repair, her- 
niotomy, appendectomy, or lower ab- 
dominal operations. The bladder de- 
trusor muscle is unable to overcome the 
spastic sphincter closure. 
neuromechanism is readily understood 
when it is recognized that the innerva- 
tion (somatic, sympathetic, parasympa- 
thetic) of the involved structures—gut 
and bladder—are of the same embryo- 
logic origin: The bladder and the pos- 
terior uretha in the male and the entire 


The reflex 


urethra in the female are hind-gut de- 
rivatives, the bladder and rectum having 
been separated by the cloacal fold by 
the sixth week of fetal life. The reflex 
sensory-motor neural arc is triggered 
by the local pain, tissue trauma, edema, 
and sometimes local hematoma. There 
develops reflex sphincterospasm of the 
vesical outlet (pelvic nerves) and the 
external urethral sphincter 
nerves). 


(pudic 


In addition, in excision of the rectum, 
sigmoid and/or of the lower colon when 
many of the factors just enumerated 
exist, vesical hypotonia may result not 
only from local trauma of the bladder 
wall with pronounced postoperative 
edema, but also from simple injury, ad- 
vanced damage, or even destruction of 
the preganglionic sympathetic fibers in- 
volved in separation of the rectum from 
the pararectal supports. This explana- 
tion has been fortified by cystometro- 
graphic studies showing an atonic blad- 
der of low intravesical pressure, greatly 
diminished sensation, and no or little 
desire to void—the cystometric elements 
recognized as a “shift to the right” on 
the cystometrographic curve, and com- 
monly comparable to the cystometro- 


gram in tabes dorsalis. In many of 


these patients, there is evidence of mo- 
tor as well as sensory nerve trauma, or 
even probable nerve destruction. 

Because the patients on whom severe 
proctologic procedures are required are 
generally in the older age group and 
notably over forty years of age, in the 
majority the retention will be associated 
with exacerbation of a known or a pre- 
viously unrecognized prostatic or other 
bladder neck obstruction, e.g., in either 
sex, concracture. 

Just why 
should follow rectal and colonic surgery 


acute bladder retention 
is not always foreseeable in an_indi- 
vidual patient; it is not difficult to ap- 
preciate that in the extensive local dis- 
section both sharp and blunt, and some- 
times with at least a moderate amount 
of tugging, injury to or destruction of 
the pelvic nerves in the perirectal ad- 
ventitia may occur. 

Unquestionably low-grade and incom- 
plete lesions of the cauda equina and 
lumbosacral segments of the cord are 
occasionally the type seen following cord 
injury by spinal anesthesia with hyper- 
tonic solution; this suggest another 
cause of neuromusclar vesical disturb- 


On the 


other hand, were severe nerve trauma or 


ances in some of these cases. 


damage the usual cause of postopera- 
tive urinary retention, the majority (bar- 


ring those with prostatic or other ob- 
structive bladder neck disease) would 
not be expected to be restored to normal 
or relatively normal function by cathe- 
ter drainage for two to three weeks. 
In persisting urinary dysfunction fol- 


lowing these major operations on the 
rectum and colon, first look for bladder 
neck obstruction and, if this can be 
completely ruled out, seek a neurogenic 
cause. 

Although it lacks anatomic confirma- 
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tion, an auxiliary innervation of the 
bladder by autonomic fibers not posi- 
tioned to be injured by operation has 
been suggested by McCrae and Kimmel. 

A different explanation has been of- 
fered by Coller and Eastman who be- 
lieve the initial difficulty is caused by 
local mechanical disturbance due to 
prostatic obstruction and loss of the 
supporting structures around the deep 
urethra and bladder as a result of which, 
pronounced vesical sagging occurs. Sug- 
gestive evidence favoring this hypothesis 
is the observation that the great majority 
of patients with severe prolonged vesi- 
cal retention postoperative are in the 


” 


“prostatic age” and have had some 
clinical] evidence of bladder neck ob- 
struction preoperative. Some will have 
hernias and even hemorrhoids which 
have developed as a result of straining 
to void. 


Urinary Retention Preoperative 


Therapeutic Considerations. In patients 


less than forty years of age undergoing 
hemorrhoidectomy or comparable distal 
bowel operations, it is essentially im- 
possible to predict before operation 
which ones will develop dysuria or acute 
Surgical complications ex- 
must be 
Postoperative 


retention. 
cept for urinary retention 
treated as they arise. 
urinary retention should be forestalled 
by the institution of indwelling catheter 
drainage at the start of the operation 
and maintained as hereinafter described 
with simple closed drainage into a bottle 
over the side of the bed. 

While desirable, it is impractical to 
subject all these patients to the complete 
urologic study which is manifestly indi- 
cated in older patients and particularly 
in those with a history suggestive of 
early or established bladder neck ob- 
struction: nocturnal frequency, urgency, 
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hesitancy, dysuria, straining, dribbling, 
weak stream, or even a record of past 
urinary retention especially that de- 
manding relief by catheterization. A 
few minutes spent eliciting this segment 
of the patient’s story will alert the 
surgeon to the probable occurrence of 
dysuria or more likely, retention post- 
operative. 

In the preoperation examination and 
especially in patients over forty years of 
age, a determination of residual urine 
following urination will disclose the se- 
verity of prostatism as reflected in the 
degree of bladder wall decompensation. 
Even a small residuum such as 50 cc. may 
well herald postoperative retention, Pal- 
pation of the prostate per rectum will re- 
veal the size of the gland and if enlarge- 
ment is due to inflammation, benign 
adenomatous hypertrophy, or carci- 
noma. Yet, with relatively small glan- 
dular enlargement there may be intra- 
urethral or intravesical intrusion and, 
with a palpably normal size gland or 
one even smaller than normal (fibrosis) 
there may be contracture of the vesical 
outlet with an important amount of 
residuum. 

An excretory urogram will indicate 
the status of the upper urinary tract 
both anatomically and functionally, and 
the accompanying cystogram will sug- 
gest the degree of intravesical prostatic 
intrusion if present. A postvoiding cys- 
togram will approximately indicate the 
vesical residuum. Cysto-urethroscopy 
should seldom be necessary. Sometimes 
cystometrographic study will reveal un- 
suspected neuromuscular disease, espe- 
cially of the atonic bladder variety, a con- 
dition suggested by the finding of anal 
hypotonia or rectal paresis. Analysis of 
an aseptically collected urine specimen 
(clean catch in males; by catheter in 
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females) will tell whether the patient has 
nephritis, diabetes mellitus, and/or uri- 
nary infection; Gram’s straining of cen- 
trifuged urine sediment will indicate 
the presence of Streptococcus, Staphylo- 
coccus, or gram-negative coliform bacil- 
lus or other organisms which call for 
specific indicated therapeutic measures. 
Yet, how often are such preoperative 
studies made or even thought of? In 
older patients with a history of bladder 
neck obstruction, a comprehensive pre- 
operative urologic study may be ex- 
pected to uncover information of utmost 
concern for the surgeon and for the 
patient’s welfare. 
portant bladder neck obstruction (espe- 
cially prostatic) is known to exist and 


For example, if im- 


the proctologic condition does not de- 
mand 
elimination of the vesical outlet block- 


immediate surgical attention. 
age-—usually by transurethral resection 
—before rather than after the rectal 
surgery is the preferred operative se- 
quence. 

In the female, bladder neck contrac- 
ture is frequent and may play the same 
important role in postoperative retention 
as does prostatism in the male. Even in 
some women, moderate asymptomatic 
contracture of the bladder outlet 
thought to be of no gravity may lead to 
acute retention requiring indwelling 
catheterization for one to four weeks 
and demand correction by transurethral 
resection. Cystocele and vesical resi- 
duum usually coexist and, as in male 
prostatism, favor retention with less 
irritant trauma than if the outlet were 
normal. Fortunately for them, only a 
third as many women as men require 
radical proctologic surgery. 

Urologic treatment during and after 
all types of major proctologic operations 


consists primarily in the maintenance of 


free urinary drainage by a small caliber 
5 ce. balloon catheter aseptically intro- 
duced; as a rule, a 16 F. is large enough 
and in many instances | have used 14 
I’. and even 12 F. catheters. 
the catheter, the more comfortable its 
A 16 F. tube 


will drain about as well as a 20 F. tube 


The smaller 
wearing is likely to be. 
and is far more comfortable. During 
the operation the catheter will keep the 
bladder empty and less likely to be trau- 
matized than a distended viscus and espe- 
cially in procedures such as removal of 
the rectum or rectosigmoid. 
Postoperative Therapeutic Conditions. 
The alert proctologic surgeon will an- 
ticipate complicating urinary retention 
after every major operation he performs, 
recognizing that some patients will have 
few or no complications while in others 
several measures in addition to pro- 
longed catheterization may be needed, 
especially combat of urinary infection 
and the removal of bladder neck obstruc- 
tion by prostatectomy or transurethral 
resection according to indication. Even 
though retention or other distressing 
bladder symptoms do not develop post- 
operative, decrease in bladder tone usu- 


ally temporary, is evident and sometimes 
The fol- 


lowing routine of treatment will be satis- 


with considerable residuum. 


factory in most cases. 
I. HEMORRHOIDECTOMY. 
has not had indwelling catheter drainage 


If the patient 


established preoperative, and develops 
retention postoperative, catheterize at 
once. Once the acute vesical overdisten- 
tion has been relieved, make the decom- 
pression continuous by leaving the 
catheter indwelling for forty-eight to 
seventy-two hours at least, rather than 
In the 
cathe- 
terization, more often than not the blad- 


rely on periodic catheterization. 


intervals between intermittent 
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der is again allowed to become over- 
distended and the foundation for grave 
urinary infection is more securely estab- 
lished. 

A. During the period of indwelling 
catheterization, the patient is given a 
urinary antiseptic, either prophylacti- 
cally or because of known existing in- 
I usually prescribe Gantrisin,® 
0.5 gm. or Azo-Gantrisin® four times a 


fection. 


day; others successfully employ different 
sulfa compounds, or an antibotic such 
as chloramphenicol, tetracycline, olean- 
domycin, or one of the nitrofurantoin 
preparations. The administration — of 
urinary antiseptic may advisedly be con- 
tinued for at least three days after in- 
dwelling catheterization is stopped. 

B. During the dainage and antisepsis 
period, a parasympathomimetic drug 
such as Urecholine,® 5 to 10 mgms. by 
mouth may be judiciously administered 
three or four times a day. However, 
this drug is contraindicated in asthmatic 
patients, in hyperthyroid conditions, in 
organic obstruction of the urinary (with- 
out indwelling catheter!) or gastrointes- 
tinal tracts, and whenever else increased 
peristalsis may prove harmful. 

C. Removal of Catheter. 
this can be done by the third day after 
hemorrhoidectomy by which time most 


As a rule 


patients will resume normal urination, 
particularly the younger group. Should 
a patient be unable to void or void only 
with great difficulty during a six to 
eight-hour test period without the cathe- 
ter, or if there is vesical residuum of 
over 100 cc., the catheter should be re- 
inserted and left indwelling for another 
three days when the six to eight-hour 
test voiding period is repeated. Paren- 
thetically, indwelling 
far preferable to periodic catheteriza- 


catherization is 


tion. Some patients will be able to void 
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only when standing or to void directly 
into the tub water when sitting sitz- 
bathlike in six to eight inches of water at 
105 to 108° Fahrenheit. 

If 1) the patient is unable to void 
normally after three weeks of indwelling 
catheterization postoperative, 2) the 
general conditions is satisfactory, and 
3) obstructing prostatism or vesical neck 
contracture is demonstrated, it may ad- 
visedly be corrected at once by trans- 
urethral resection in which the objec- 
tive is complete removal of the 
adenomatous or fibrous tissue down to 
In nearly all of 
these patients, careful study will demon- 


the prostatic capsule. 


strate obstructive vesical outlet urop- 
athy rather than a neuropathic cause for 
the urinary difficulty. 

Similarly, in the female with vesical 
contracture and continued inability to 
void or with pronounced dysuria and 
residuum over 100 cc., transurethral re- 
section should be performed. Follow- 
ing removal of the cause of continued 
retention in either sex and with none or 
minimal residuum remaining, a con- 
tinued effort should be made to sterilize 
the urine. 

II. Excision OF THE ReEcTuUM, RECTO- 
SIGMOID AND/OR ConTiGuous CoLon. 


The same preoperative, operative, and 


postoperative urologic care just outlined 
under hemorrhoidectomy should be ob- 
The 
chief difference is that the length of in- 
dwelling catheterization period is in- 


served but even more rigorously. 


creased to one week with a six-hour trial 
voiding interval when it is determined 
if further catheterization is needed. Most 
male patients whose disease calls for ma- 
jor rectal and colonic surgery are in the 
later decades of life with its varying 
types of prostatic obstructive changes. 
Women and especially those with con- 
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tracture of the vesical outlet are simi- 
larly prone to postoperative bladder 
retention or dysfunction. 

With present-day postoperative ther- 
apy including continuous indwelling 
catheter drainage of the bladder for 
ten to fourteen days following operation, 
the incidence of urinary difficulty at the 
end of this period is less than thirty-five 
percent. 
dysuria after three weeks of indwelling 
catheterization calls for urologic study, 


Persisting retention or severe 


particularly as regards bladder neck ob- 
struction (prostatic chiefly), and treat- 
ment according to surgical indications. 
But continuous vesical dysfunction or 
inability to empty adequately should not 
require transurethral resection of the 
prostate or bladder neck in more than 
ten percent of all patients undergoing 
When 
transurethral resection has been neces- 
sary and the patient is not able to void 


surgery of the rectum or colon. 


freely after the catheter is removed, a 
restudy of the vesical outlet is essential 
and usually further transurethral _re- 
moval of prostatic tissue is necessary to 
enable complete bladder emptying. 
Should the condition of the patient 
not warrant transurethral resection when 
its need has become evident, the cathe- 
ter drainage may be maintained until 
the operation can safely be done. If the 
rehabilitation and physiologic stabiliza- 
tion period is likely to be a lengthy one. 
for example, three to six months, trocar 
suprapubic cystostomy drainage will 
cause less irritation and be easier to 
manage than the continuous indwelling 
catheter with its necessary frequent 
Then, when the status of the 
patient permits, transurethral resection 


changes. 


is performed. 
When prior urologic examination has 
disclosed prostatic obstruction in a pa- 


tient subjected to abdominoperineal rec- 
the opened 
perineum affords wide prostatic ex- 
posure making perineal prostatectomy a 


tosigmoidectomy, well 


relatively simple added procedure and, 
if there is the slightest suggestion of can- 
cer extension from the adjacent bowel 
to the gland or even its capsule, radical 
perineal prostatectomy with removal of 
the prostate, seminal vesicles, and con- 
tinguous bladder floor is carried out 
with vesico-urethral anastomosis made 
easier than usual by the wide perineal 
exposure. Moreover, with this wide ex- 
posure and the rectum removed, there is 
no problem of rectal injury to be con- 
cerned about during the perineal pros- 
tatectomy which adds twenty to thirty 
minutes to the operative time but ad- 
mirably reduces the postoperative prob- 
lems. In a series of sixty-two patients 
subjected to abdominoperineal _recto- 
sigmoidectomy, the Leadbetters found 
eighteen percent with pronounced pros- 
tatic obstruction in whom transurethral 
prostatectomy was required during the 
two-year postoperative period. In one 
patient perineal prostatectomy was per- 
formed through the spacious perineal 
exposure. 

If there is any evidence of extension 
of rectal carcinoma, for example, to the 
fascia of Denonvilliers, prostatic capsule, 
prostate, seminal vesicle(s), or blad- 
der, radical extirpation should be per- 
formed while the perineum is widely 
opened. Do not try to shave off suspi- 
cious tissue here; extirpate it widely as 
it may mean the difference between cure 
and failure. 

Urinary Infection 
tion may be anticipated in every pa- 


Urinary infec- 


tient undergoing anorectal surgery if the 
bladder is permitted to become over- 
distended postoperative and relief by 
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catheterization is delayed. The in- 
tense congestion of the deep urethra, 
vesical wall, often of the entire upper 
urinary tract and particularly the kid- 
neys, furnishes the ideal condition for 
implantation and growth of organisms 
already present or introduced by 
“aseptic” catheterization. It must be 
recognized that even under the most 
stringent surgical precautions at cathe- 
terization, some organisms, pathogenic 
or not, will be carried to the bladder. 
This is of no concern if the bladder is 
free emptying; only with peripheral 
obstruction and/or residuum is cathe- 
terization likely to induce either asymp- 
tomatic or clinically evident urinary in- 
fection. In some cases and this is 
generally in the presence of complete 
vesical retention, the infection becomes 
severe with chills, fever, renal pain. 
gastrointestinal upsets, and other evi- 
dences of acute suppurative  pye- 
lonephritis. 

Acute exacerbation of smoldering 
chronic pyelonephritis, often previously 
unrecognized or clinically minimum, is 
usually engendered by acute urinary re- 
tention and the pathologic changes re- 
sulting therefrom. Continued retention 
rather than the catheter is the thing to 
be feared; if indwelling catheterization 
is performed early with full aseptic pre- 
cautions and kept draining freely, uri- 
nary infection or sepsis need not be 
feared, 

The development of acute urinary in- 
fection (pyelonephritis, infected hydro- 
nephrosis, etc.) demands that the 
surgeon promptly ascertain whether the 
patient is emptying his bladder com- 
pletely. If there is residuum in the 
bladder, free catheter drainage should 
be established at once and chemotherapy 
or antibiotic therapy intensively ad- 
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ministered according to bacteriologic in- 
dication. In an adult under these cir- 
cumstances, | prefer Chloromycetin,® 
250 mems. four times a day until the 
precise urinary bacteriology can be de- 
termined; others may prefer one of the 
sulfonamide or nitrofurantoin prepara- 
tions. The important consideration is 
the establishment of free urinary drain- 
age and in the case of an obstructed 
ureter and acute infected hydronephro- 
sis, renal pelvic drainage by inlying 
catheter or nephrostomy may also be 
necessary. 

The infection is cured only when the 
urine becomes sterile and in this effort 
not only must 1) the intensive adminis- 
tration of bacteriologically indicated 
chemotherapy or antibiotic therapy be 
utilized, but 2) any complicating urinary 
tract condition such as stone, diverticu- 
lum, or obstruction (generally at the 
vesical outlet) be removed. Unless the 
bladder neck obstruction is relieved com- 
pletely and as early as possible, occur- 
rence or recurrence of acute urinary in- 
fection with chills, fever, and increased 
dysuria and debility may be anticipated. 
I am against any prolonged delay in the 
performance of transurethral resection 
when it is indicated in these patients; it 
should be done as early as the general 
condition permits. It may be expected 
to spare him months and years of need- 
less debility and especially when it is 
recognized that the need for relief of 
obstruction will persist and may well 
have to be done when the condition of 
the patient is even less favorable. 

Traumatic perforation of the bladder 
is most unlikely to occur if the viscus 
is kept empty by indwelling catheter 
during the proctologic operation. Treat- 
ment of bladder perforation or lacera- 
tion is prompt closure and free bladder 
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counterdrainage by suprapubic cystos- 
tomy and indwelling catheter or both. 
Localized sloughing of a part of the pos- 
terior bladder wall consequent to vascu- 
lar damage and thrombosis resulting in 
gangrene is not manifest until five to 
ten days postoperative. Perineal fistu- 
lous urinary drainage appears (Cf. 
infra). Usually continued indwelling 
catheter drainage suffices. 

Laceration, perforation, or division 
of the ureter during rectocolonic surgery 
may be expected to occur in about the 
same incidence as it does in hysterec- 
tomy, that is, about ten percent, although 
most of these injuries are not recognized 
until urinary fistula, hydronephrosis, 
In fifty-five 
surgical ureteral injuries recorded by 
Rusche and Hager there were thirty- 
eight occurring during gynecologic pro- 


anuria, or uremia appear. 


cedures, six during rectosigmoidectomy. 
and one ureter was divided during right- 
side colectomy, and another during ap- 
pendectomy. In the group of procto- 
logic operations, the ureter was severed 
in six, and in one a whole piece of 
ureter was excised with the tumor mass 
(carcinoma of sigmoid). 
of abdominoperineal  rectosigmoidec- 
tomy, the left ureter was severed in four, 
and bilaterally in one. The best prophy- 
laxis is to have a catheter up each ureter 
at least 25 cm. and especially on the 
left side, yet I have known ureters (and 
catheters!) to be severed even with this 
precaution. A small ureteral incision or 
laceration may be expected to heal spon- 
taneously; closure of any hole in the 
ureter should be by approximation of 
only the peri-ureteral adventitia and 
without suture into the muscularis. 
Anastomosis of a severed ureter of nor- 
mal] diameter is almost certain to be fol- 
lowed by local stricturization. If the 


In five cases 


ureter has been divided near the bladder, 
ureteroneocystostomy is preferable to 
anastomosis. In any event, the repaired 
ureter should be periodically and ade- 
quately dilated cystoscopically at increas- 
ingly longer intervals to assure against 
with 
hydro-ureter and hydronephrosis above; 


permanent dense stricturization 
the ultimate treatment is nephrectomy 
when the ureter has been inadequately 
dilated. If the ureter on one or both 
sides is divided too high for ureteroneo- 
cystostomy, perform  ureterocolostomy 
or, preferable, cutaneous ureterostomy. 

In rectosigmoidostomy as in hysterec- 
tomy, many more ureters are injured by 
clamping or ligation than the surgeon 
suspects or subsequent clinical course 
suggests. For this reason and to re- 
check the completeness of bladder empty- 
ing (postvoiding cystogram), an excre- 
tory urographic study should routinely 
be made two to three months following 
operation, The tendency of surgeons is 
to overlook the possibility of persisting 
vesical neck obstruction or even neuro- 
muscular vesical dysfunction and a large 
residuum just because the patient can 
void after a fashion and does not com- 
plain because he has to get up four 
times a night to void. Such persistent 
retention demands relief usually by 
transurethral resection. Ureteral stric- 
ture or advanced hydronephrosis pre- 
viously unknown to be present post- 
operative, also requires appropriate 
urologic treatment. 

Perineal urinary fistula sometimes 
persists and 
trauma with local vascular thrombosis, 
devitalization, and sloughing of the 
bladder wall. Generally the fistula will 
close if bladder drainage by small bal- 


loon indwelling catheter is maintained. 


generally results from 


Vesico-enteric fistula, usually vesico- 
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colic, will result from local cancer ex- 
tension from the bowel or from local 
bowel wall infection with inflammatory 
swelling and vascular injury. This is 
seen particularly with carcinoma of the 
rectosigmoid and with diverticulitis, this 
last condition accounting for nearly two- 
thirds of the cases of vesico-enteric fis- 
tula. Only one-sixth of these fistulas 
occur in women, and in either sex most 
often between forty and _ seventy-five 
Location-wise, the open- 


vears of age. 
ing from the bowel, usually sigmoid, is 
in the bladder base or posterior trigone 
but may be high on the posterior blad- 


der wall. 
Cystoscopically the picture of vesico- 


enteric fistula commonly suggests can- 
cer with intense congestion, edema, and 
sometimes ulceration, The opening may 
emit air bubbles (pneumaturia) or fecal 
particles; similarly urine may appear 
in the stool. Localization at the lower 
bowel end of the tract is achieved by 
1) barium enema or, more certain, 2) 
passage of a small ureteral catheter 
from the bladder into the bowel and 
injection with a radiopaque medium: 
3) cystogram with lateral and oblique 
exposures may define the fistula. Ex- 
the this 
erally requires diverticulectomy with 


cision is treatment; gen- 
bowel resection, sometimes in multiple 


stages. 


Summary 


Urinary retention is the commonest 
complication of proctologic surgery 
and is best forestalled by maintenance 
of indwelling catheter drainage from 
the start of the operation until normal 
urination is re-established, recogniz- 
ing that in some patients surgical 
relief of vesical neck obstruction will 
be necessary. Do not be afraid to use 
the catheter early and for as long as 


necessary. Retention rather than 
catherization is the thing to be feared. 
Continuous inlying catheterization is 
preferable to intermittent catheteriz- 
ation. In many patients known to 
have bladder neck blockage, its re- 
moval prior to proctologic surgery 
will spare the patient much suffering 
and the surgeon much worry and 


tribulation. 
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a normal life expectancy. 
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Tre incidence of imperforate 
anus is about one in 5,000 births and 
is the commonest anomaly incompatible 
with life.'’ Hirschsprung’s disease has 
been found to be the second commonest 
in the 
newborn, being preceded in frequency 


cause of intestinal obstruction 
only by mechanical obstructions such as 
atresia or stenosis.” 

Imperforate anus is atresia of the anal 
canal and/or lower rectum. The rectal 
pouch may end blindly or be associated 
with a urogenital fistula. The usual em- 
bryological explanation is failure of the 
anal membrane to adhere to the hindgut 
Recently investigators 


and perforate. 


have noted the high incidence of uro- 
the 


male." These authors suggest that this 


genital fistulas, particularly — in 
condition results from arrested embry- 
onic development leaving the hindgut 
incompletely separated from the uro- 
genital Differentiation of 
the hindgut into the urogenital appa- 
ratus and the rectum is brought about 


apparatus. 


by a septum forming between these 
two regions. The cloacal duct should 
migrate down the septum as it forms 
and across the perineum to end up 
as an opening from the rectum through 
the 
anal canal.. Arrest of the migration 
of this fistulous tract leads to imperforate 
anus with a fistula from the rectum to 


proctodeum to form a_ normal 


the perineum or urogenital apparatus. 
In many text books imperforate anus is 
classified into four types: Type 1. The 
anal canal is obstructed by a single or 
multiple area of stenosis; Type 2. The 
rectal pouch is obstructed by an anal 
membrane; Type 3. The rectal pounch 
is separated from the perineum by pelvic 
fat and Type 4. A rare condition in 
which there is an atresia of the lower 
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rectum but an intact anal canal.‘ An- 
other classification has been suggested 
based upon the relation of the rectal 
pouch to the levator ani muscles.’ The 
high lesions are those in which the 
rectal pouch fails to penetrate the pelvic 
muscular diaphragm of the levator ani 
muscles.. The low lesions are those in 
which the rectal pouch penetrates this 
muscular structure. This classification 
is particularly 
reasons, since the individual with the 
low lesion have a very good chance of 
achieving a relatively normal anorectal 
with the 
high lesion rarely develop satisfactory 


function while individuals 
function. 

The symptoms and signs of intestinal 
the first 


twenty-four hours in those infants born 


obstruction develop within 
with imperforate anus and no fistula. 
Swallowed air and gastrointestinal secre- 
tions rapidly collect in the colon causing 
massive abdominal distention. Unless 
relieved by operation the cecum may 
rupture. Fistulas to the bladder, urethra 
or vagina may decompress the colon 
sufficiently to offer temporary relief. In- 
fants with large fistulas to the perineum 
may go unrecognized for several weeks 
until a careful inspection of this area is 
performed. All newborn infants should 
have rectal examinations. The anus must 
admit the little finger or an anal stenosis 
is present. 

A helpful diagnostic maneuver in pa- 
tients without fistulas is to take an 
upside-down x-ray. The infant is held 
in the inverted position for several min- 
utes until air rises into the blind pouch 
of the rectum. A lateral film is taken 
while a radiopaque object is pressed 
against the anal dimple. The distance 
between the perineum and the rectal 


pouch is used to decide which approach 
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useful for prognostic - 


to use in performing the anoplasty. A 
line drawn from the sacrococcygeal 
junction to the low border of the sym- 
physis pubis represents the plane of 
the puborectalis sling and is helpful in 
separating the low from the high lesions. 

The management of imperforate anus 
by performing an abdominoperineal 
anoplasty on the newborn infant was 
first suggested twelve years ago. If the 
infant has a contraindication to a gen- 
eral anesthesia in the first thirty-six 
hours, such as prematurity, erythro- 
blastosis or hyaline membrane disease, 
then a loop sigmoid colostomy should 
be performed under local anesthesia. A 
rare individual has only a diaphragm 
covering the anal opening and may have 
this diaphragm incised. This fortuitous 
situation is so unusual that ordinarily 
a formal anoplasty should be planned. 

If the distance separating the blind rec- 
tal pouch from the perineal skin is 15 mm. 
or less, the operation may be performed 
from the perineal approach. An incision 
15 mm. in length is made in the midline 
beginning at the anal dimple and ex- 
tending posteriorly. The dissection is 
extended through the pelvic fat to the 
rectal pouch keeping the plane of the 
dissection posteriorly near the coccyx 
and sacrum. The rectal pouch is freed 
from the surrounding attachments so 
that with tension it may be drawn down 
to the perineal surface. The dissection 
should not extend to the peritoneal 
cavity. Several sutures of fine catgut 
are used to anchor the rectum to the 
levator ani muscles. An incision is then 
made in the rectum and the full thick- 
ness of the rectal wall sutured to the 
edges of the skin of the perineal incision. 
A single layer of 4-0 silk sutures are 
used but tied loosely to prevent cutting 
through, as a postoperative edema oc- 
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curs. At the completion of the operation, 
the artificial anus on the perineum 
should be large enough to admit the 
fifth finger for dilating purposes. 

In the female infant, if there is a 
fistula from the rectal pouch to the 
lower vagina, posterior fourchette or 
perineum, the peritoneal incision and 
pelvic dissection is carried out from 
below as just described. The fistula is 
then isolated inside the pelvis and di- 
vided. The fistulous opening into the 
colon is enlarged and this portion of the 
colon is used to suture to the perineal 
skin. Thus, a normal intact rectal wall 
is pulled over the remaining fistulous 
tract extending to the vagina or peri- 
neum. This maneuver prevents recur- 
rences of the, fistula. 

Male infants have a very high inci- 
dence of colovesicle or colourethral fistu- 
las. Some authors feel that the incidence 
may be near 100 percent.’ For this 
reason, even though the blind rectal 
pouch may be low and no fistula noted, 
it is best to approach the male infant 
from the combined abdominoperineal 
approach. It is very difficult and injury 
to the genitourinary apparatus may 
occur when the fistula is approached 
from below. For the combined approach, 
the infant is placed in the lithotomy 
position with the abdomen and perineum 
draped in one field. The male infant 
should always have a catheter placed in 
the urethra to help in identifying this 
structure and avoid injury to it. A left, 
lower adbominal, rectus-retracting inci- 
sion is used. The widely dilated and 
hypertrophied sigmoid colon is identi- 
fied. The peritoneal reflection about the 


rectosigmoid colon is divided and the 


blind rectal pouch freed from the sur- 
rounding attachments. If there is a 
fistula from the colon to the genito- 


urinary tract, the fistula is identified by 
freeing the colon, never by dissecting 
on the posterior wall of the bladder or 
urethra. Severe damage to the nerve and 
blood supplies of the genitourinary ap- 
paratus may result, if the fistula is iso- 
lated by dissecting on the posterior wall 
of the bladder or urethra. By approach- 
ing the fistula from the rectal side, there 
is littlke danger to the genitourinary 
apparatus. 

After the fistula is identified, it is 
wall and the 


divided near the rectal 


distal end closed with a suture of 
chromic catgut. A tunnel through the 
remaining portion of the pelvis to the 
peritoneal skin is then developed by dis- 
section near the sacrum and coccyx. 
Again, it is important to avoid the region 
of the pelvis near the urethra and blad- 
der. When the dissection has reached 
the floor of the pelvis, the perineal dis- 
section is begun. An incision is made in 
the perineal skin as previously described 
and the dissection through the pelvis 
extended to the area of the abdominal 
dissection. The rectum is then drawn 
down through the pelvis and sutured to 
the perineal skin with a single layer of 
fine silk. If a fistula is present, the colon 
is opened at the site of the fistulous tract. 
Again, recurrent fistula to the bladder 
or urethra is prevented by covering the 
with 
abdomen _ is 


distal end of the fistula normal 


The 


closed in layers with fine silk and the 


intact colon’ wall. 
skin margins approximated with a con- 
tinuous 5-0 plain catgut suture. 

No ‘particular precautions are neces- 
sary in the postoperative management 
other than keeping a catheter in the 
bladder for continuous dependent drain- 
age for one week. The sutures in the 
perineum are removed seven to ten days 
after the operation and anal dilatations 
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begun. The mother must be urged to 
dilate the anus daily for at least a year 
after the operation. A repeat anoplasty 
for stricture will be necessary unless the 
mother is diligent with the anal dilata- 
tions. When the child is two-to three- 
years-old, toilet training is begun by giv- 
ing the child a daily low enema. After 
several weeks, the child may develop 
the habit of having a daily, complete 
evacuation without the aid of the enema. 
chil- 


dren tend to develop strictures of the 


Unless carefully followed, these 
anus and chronic constipation. They 
may have large fecal impactions and 
suffer from fecal staining because of 
involuntary discharge of liquid material 
around a large fecal bolus. 

In general, the children with the low 
lesion have good results and tend to 
have a normally functioning colon.’ 
Children with the high lesion are more 
difficult to manage, tend to develop fecal 
impactions, and may need enemas to 
initiate defecation indefinitely. With the 
methods of management as outlined, 
infants with an imperforate anus have 
a low mortality but a high morbidity 
unless careful, long-term follow-up ar- 
rangements are made with a physician 
skilled in the these 
problems. 


management of 


Hirschsprung’s disease is a relatively 
common cause of intestinal obstruction 
in the newborn.? Unless proper manage- 
ment is instituted, the mortality may be 
as high as 75 percent in the first year 
of lifes The congenital anomaly is 
found in the myenteric plexus of the 
rectum. The parasympathetic ganglion 
cells are missing from the internal anal 
sphincter and lower colon. Rarely, the 
lesion may extend beyond the sigmoid 
colon and involve a major portion of 
the entire colon. An occasional case has 
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been seen in which the entire gastro- 
intestinal tract has been without para- 
sympathetic ganglion cells. The missing 
parasympathetic connections prevent 
adequate peristaltic activity in the in- 
volved segment of intestine. The lack 
of peristalsis acts as a mechanical ob- 
struction in the passage of fecal mate- 
rial and flatus. The cause of the absence 
of parasympathetic connections has not 
been determined but is presumed to be 
a defect in the pelvic parasympathetic 
system, 

A newborn infant with Hirschsprung’s 
disease has the symptoms and signs of 
mechanical intestinal obstruction. A 
vigorous digital examination of the anus 
or low enema may aid in the passage 
of meconium and flatus, relieving the 
symptoms temporarily. The infant then 
goes on to symptoms of severe chronic 
constipation. However, these infants are 
susceptible to severe bouts of gas- 
troenteritis, rapidly developing dehydra- 
tion and may expire suddenly. If the 
infant survives the first year, he develops 
the stigmata of congenital megacolon 
with a large abdomen, a _ bell-shaped 
chest, and thin extremities with little 
muscular substance. Even though large 
fecal boluses collect in the dilated hy- 
pertrophied colon, fecal soiling is never 
a problem with this group of patients. 

On examination, the rectal ampulla 


is empty of fecal material, since the fecal 


bolus is above the aganglionic segment 
in the sigmoid or descending colon. A 
regular finding is the spasticity of the 
anal sphincter. The diagnosis is or- 
dinarily established with the aid of a 
barium enema. The aganglionic rectum 
is narrow and fails to distend with 
the column of barium. The ganglionic 
segment above is widely dilated and 


may contain a large fecal bolus. The 
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colon fails to evacuate the barium 


properly. 
A rectal biopsy is used as an addition- 


al aid in the diagnosis of certain prob- 
lem cases. Jt is mandatory in the new- 
born infant where the characteristic 
findings are not present. A 5 to 10-mm. 
segment of the full thickness of the 
rectal wall is obtained. The defect is 
closed in two layers; the muscular coats 
with fine silk and the 
chromic catgut. No particular 
cautions are necessary after the biopsy. 
The diagnosis is definitely established 
if no ganglion cells may be found in 
Auerbach’s plexus between the longi- 
tudinal and muscles of the 
rectal wall. 

The standard treatment of removing 
the aganglionic segment was first sug- 
gested twelve years ago.* To adequately 
resect the 
abdominoperineal approach is used. On 


mucosa with 
pre- 


circular 


aganglionic segment an 
opening the abdomen the colon proximal 
to the aganglionic segment is dilated and 
the wall hypertrophied, while the agang- 
lionic segment is normal in appearance. 
The proximal end of the colon to be 
resected is selected in the dilated seg- 
ment and a biopsy obtained from this 
area to be certain that ganglion cells 
are present. The rectosigmoid and rec- 
tum are dissected free of their attach- 
ments, the plane of dissection being on 
the bowel wall to avoid injury to the 
nerve supply to the genitourinary ap- 
paratus. The dissection is cxtended to 
the pelvic floor and the rectum inverted 
out through the anus. An incision is 
made in the rectal wall near the anal 
canal and the properly mobilized, 
divided end of the dilated colon pulled 
through the pelvis into the incision 
in the inverted rectum. A_ two-layer 
anastomosis is performed between the 


descending colon and the rectum very 
near the anal canal. Interrupted sutures 
of fine silk are used for the muscular 
coats and fine chromic catgut for the 
mucosa. When the ends of sutures are 
cut, the anastomosis comes to lay just 
within the pelvis above the anal canal 2 
to 3 cm. from the mucocutaneous mar- 
gin. The pull-through anastomosis is par- 
ticularly important to allow the entire 
aganglionic rectum to be removed and 
still allow for relatively normal colon 
function through the anus.'® 

In the postoperative management, it 
is important to decompress the urinary 
bladder with a catheter for a week. 
Because of increased risk, resection of 
the rectum is not performed when the 
diagnosis is established in the newborn 
infant. Instead, a temporary colostomy 
is performed in the dilated colon just 
above the aganglionic segment. When 
the child is a year old, the colostomy is 
resected with the aganglionic segment 
and a_ pull-through anastomosis _per- 
formed. 

The results of this method of man- 
agement are gratifying. A consecutive 
series of 200 patients managed in this 
way had a mortality of 3 percent." 
Normal bowel function was established 
in most patients and the individuals 
returned to a normal vigorous life. The 
previously high infant mortality has 
been reduced to under 25 percent with 
careful methods of management. 

One final plea should be made. Im- 
perforate anus and Hirschsprung’s di- 
sease are relatively rare serious con- 
genital anomalies. Definitive manage- 
ment of individuals with these condi- 
tions should only be undertaken by 
physicians who see these conditions 
regularly and are accustomed to the 
special problems they entail. Satisfactory 
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results are obtained only with aid of 
such ancillary services as are provided 
by a pathologist, radiologist, anesthesi- 
ologist and biochemist interested in the 
particular preblems of the infant. 
Specialized nursing care and operating 


room facilities are all part of the in- 
tangibles necessary to success in this 
field. At the initial procedure every ef- 
fort should be made to assure a good 
result since the life expectancy of these 
infants is 70 years. 
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The simplicity of design, excellent workmanship 
and low purchase price combine to establish the 
popularity of the Modified Turell Sigmoidoscope. 


See Your Dealer 
or 
*Designed by Dr. Robert Turell 1948 Write for Information 


wl My 
» wes 
ESTABLISHED IN 1900 en ae oo BY REINHOLD WAPPLER 


FREDERICK J) WALLACE, President 
American Makers, Inc. 
cope INC. 


8 PELHAM PARKWAY. PELHAM MANOR, NEW YORK 

















Cosa-Terrastatin, Pfizer 

Indications: For Terramycin therapy. Nystatin 
is included to prevent monilial superinfection 
in susceptible patients. 

Description: Each capsule contains 250 mg. 
ef Terramycin, 250 mg. of glucosamine, and 
250,000 units of nystatin. Each 5 cc. of recon- 
stituted aqueous suspension contains |/2 of the 
capsule dosage. 

Dosage: Usual daily dose; For adults, | to 2 
Gms. of Terramycin in divided dosage; Children, 
10 to 20 mg. of Terramycin per lb. of body wt. 
in divided dosage. 

Supply: Capsules, 50s; For Ora! Suspension, 
2 fi. oz. 


Elase, Parke-Davis 

Indications: To aid healing by helping to re- 
move from wounds, ulcerations and abscesses 
the debris, such as dead tissue, pus and foreign 
matter which aids the growth of bacteria and 
heightens the chance of infection. 

Description: A combination of two enzymes 
fibrinolysin and desoxyribonuclease, available 
as an ointment and as a dry soluble material. 

Supply: Ointment in 30-Gm. tubes, powder 
in 30-cc, vials. 


Forhistal, Ciba 


Indications: For therapy of a wide range of 
allergic and pruritic disorders. 

Description: Dimethpyrindene maleate. 

Dosage: As indicated. 

Supply: Lontabs, 2.5 mg. 100s: Tablets, | mg. 
100s; Pediatric Drops, 0.5 mg./0.6 mi.; Syrup, 
| mg./5 ml., 4 fl. ozs. 


Lomotil, Searle 

Indications: For acute or chronic diarrhea 
associated with gastroenteritis, irritable bowel, 
functional hypermotility, regiona! enteritis, mal- 
absorption syndrome, drugs, acute infections, 
ulcerative colitis and food poisoning. 

Description: White tablets, each containing 
2.5 mg. diphenoxylate hydrochloride and 0.025 
mg. atropine sulfate. 

Dosage: For adults, usual initial dose is 2 
tablets three or four times daily, with the main- 
tenance dose individually determined. For 
children, dose is determined by age, ranging 
from 3 mg. daily for a child cf 3 to 6 months, 
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Newer Medicinals 
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to 10 mg. daily for one 8 to 12 years cf aae. 
Supply: Bottles of 100. 


Maturon, Ayerst 

Indications: Helps insure optimum utilization 
of dietary intake by supplementing digestive 
enzyme secretion, Useful in gastritis, nervous 
indigestion, and as a safeguard against flatu- 
lence and distention caused by improper diges- 
tion of starches, proteins and fats. 

Description: Tablets, each containing 3000 
units Amylase, 12,000 units protease, 599 units 
tryptic activity, 10.0 mg. inositcl, 5.0 mg. 
dl-methionine, 40.0 mg. dehydrocholic acid, plus 
a combination of vitamins and minerals. Indi- 
cated to aid digestion and fortify the diet. 

Dosage: One tablet with meals, or as 
directed by physician. 

Supply: Bottles of 100 and 1000. 


Nacton, McNeil 


Indications: For peptic ulcers. 

Description: Each tablet contains 4 mg. of 
poldine methylsulfate. 

Dosage: One tablet t.i.d. or q.i.d. 

Supply: 100s and 500s. 


Panzalone Cream, 2%, Doak 

Indications: Anti-inflammatory, anti-pruritic, 
and anti-allergic agent. 

Description: Consists of delta-5 hemisuc- 
cinoxy-pregnenolone, 2% (a non-corticoid tcp- 
ical steroid) in water-washable cream containing 
Buro-sol (equivalent to 3.38 mg. of aluminum 
acetate/Gm.). 

Dosage: Apply t.i.d. or q.i.d. 

Supp'y: One-half oz. tube. 


Probital, Searle 

Indications: Particularly useful in patients 
needing mild antispasmodic effects but the 
usual sedative effects. 

Description: Compression-coated tablets con- 
taining 7.5 mg. propantheline bromide and 15 
mg. phenobarbital. Indicated for functional 
gastrointestinal disorders, pylorospasm, gastritis, 
biliary dyskinesia, colonic spasm and diver- 
ticulitis. 

Dosage: One tablet at mealtimes and | at 
bedtime. May be increased if indicated. 

Supply: Bottles of 100 and 500. 




















* es, 


"% ‘“ * 
ye ‘ 
2 : o fe 3 * ” Ss 


~" 


mr weet iceal 
ae 








*. 








a+ m si " ft 


Fd 3 Sg aM y ee 
A « ut ™. : Pe : é igs wee 2 


Mie 


aie Sp ot pagayy ’ 
% te Ns ‘eg oh \ \ “ i ~ J on, ~ Mth ‘F 
e 


Se : % % a“ e 


Wir, 
oo oe 


‘\ % ~ 


x “prevent and clear up ot = SAK 


Se cam Soom z 


- * antibiotie-caused. dia irely i 


an 

















the highest available potency of viable L. 


acidophilus (a specially cultured human strain) with 
100 mg. of sodium carboxymethylcellulose per capsule 


use BACID with every antibiotic Rx for effec- 
tive antidiarrheal protection. 


BACID acts to re-implant billions of friendly Lacto- 
bacillus acidophilus in the intestinal tract. This serves 
to create an aciduric flora hostile to the growth of 
putrefactive bacteria and antibiotic-resistant pathogens. 
BACID is most useful to help prevent and overcome 
diarrhea, flatulence, perianal itching and other symp- 
toms due to antibiotics, etc. Also valuable in functional 
constipation, irritable colon, diverticulitis. 


completely non-toxic — physiologic BACID is safe 
and well tolerated in many times the suggested dosage 
(2 capsules, two to four times a day, preferably with milk). 


Bottles of 50 and 100 capsules. 
samples and descriptive literature from... 


u.s. vitamin « pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N.Y. 





Therapeutic 
Abstracts 





Post-Bulbular Duodenal Ulcer 
La Presse Médicale, T. 68, Pp. 869-871, No. 7, 
1960. 


In spite of its rare occurrence. post- 
bulbular duodenal ulcer should be bet- 
ter known. 

It is most frequently found at the 
level of the genu superius and in the 
upper third of the second part of the 
duodenum. 

Clinically, it may assume the typical 
ulcer pattern with pain which is often 
more acute than in other localizations. 
But the atypical forms are particularly 
frequent, either with repercussions on 
the liver or the biliary tract (icteric 
form) or on the pancreas (inflamma- 
tory pancreatic nodule), or because of 
complications which make the progno- 
sis of the disease even more difficult 
(stenosis, perforation, haemorrhage). 

Radiologically, this ulcer is not easy 
to find. Even at the Mayo Clinic, 1, 
of the cases were only diagnosed at the 
second radiological examination. Find- 


Plan Now 


ing it requires not only excellent nega- 
tives in which the whole of the duodenal 
framework stands out clearly, but also 
a certain amount of eye-training. The 
crater may be seen from the front or 
from the side on the edge of the duo- 
denum. It is frequently accompanied 
by a spasmodic shortening of the duo- 
denum which, in conjunction with the 
crater, produces either the appearances 
of a “threaded bead,” a V or a “ham- 
mock,” in cases of angulation. 

Therapeutically, it is a serious ulcer, 
as it does not respond so well as others 
to medical or surgical treatment. 

In our short series, leaving aside the 
extremes of age in our patients (7 and 
75 years old), interest is focused on the 
following cases: 

one case in which a post-bulbular 
ulcer starts only with haemorrhage, a 
long time before the ulcer syndrome; 

— one case in which icterus precedes 
all other symptoms by one month; 

—two cases of perforation, one of 
which was in the free peritoneum. Both 
patients later had a peptic ulcer on the 
mouth of the large epiploon. 

— one case with inflammatory tumour 
of the pancreas; 

— finally, one case in which the 
crater resembled an osteophytic hook. 

Guy ALBoT 


to attend the Thirteenth Annual Con- 


vention of the International Academy of Proctology at 
the Drake Hotel, Chicago, Illinois, April 8 through 13. 
1961. Eminent speakers from all parts of the country and 


abroad will present interesting papers and motion picture 


demonstrations of their personal techniques. 
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WOOD is WONDERFUL 
...for woodpeckers 





but certainly not as a toilet wipe when anal areas 
are sensitive. Unlike harsh, dry wood pulp toilet pa- 
pers, Tucks are soft cotton flannel pads mildly medicated 
with witch hazel (50%) and glycerin (10%). Tucks 
are ideal for routine toilet care when treating pruritus 
ani et vulvae, diaper rash, hemorrhoids, following epi- 
siotomy or hemorrhoidectomy, and in other anorectal 
conditions. Tucks cleansing, mildly astringent action 
hastens healing and helps assure patient comfort. Tucks ae 
are available at busy prescription pharmacies evety- r 





1 
| Fora ! 
Say” ‘or a generous office supply of TUCKS—just 
where in jars of 40 and 100. 1 fill in and return this coupon. | 
Name......sescccccccercecccceseces ! 
J Address... ..scseeseeecnereeereeees | 
I GRP isc ckdeecauns Zone Sceate....00 | 
. 1 tical Co. ! 
/ FULLER Pharmaceutical Company | 3108 W. take $t., Minnea polis 16,Minn. 62 | 
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BARR-SHUFORD 


RECTAL SPECULUM 


A practical instrument for 
clear, unobstructed examina- 
tions. Slot 1144” long by 7%” 
wide offers adequate area 
for surgery or injection.. 
Equipped with metal ob- 
durator for ease of insertion. 

Product of the largest 
American manufacturer of 
non-illuminated rectal spec- 
ula, retractors, hooks and 
probes. Available through 
reputable surgical supply 
dealers. 


Dittmar-penn 


5155 Belfield Avenue Phila. 44, Pa. 


MANUFACTURERS AND WHOLESALERS. 





BOOK REVIEWS 
FOR 
PROCTOLOGISTS 


CLINICAL GASTROENTEROLOGY. By FF. 
Avery Jones, M.D. (Lond.), Hon. M.D. 
(Melb.), F.R.C.P. (Lond.} Physician, Central 
Middlesex Hospital Consultant Gastro- 
enterologist to the Royal Navy and St. 
Mark's Hospital for Disease of the Rectum 
and Colon and J. W. P. Gummer, M.S. 
(Lond.), F.R.C.S. (Eng.) Surgeon, Central 
Middlesex Hospital. Pages—632. Price 
$15.50. Published November 25, 1960, by 
Charles C. Thomas, Springfield, Illinois. 


This excellent text is based on the practice 
of gastroenterology in a 720-bed Regional Hos- 
pital in North West London. The book places 
special emphasis on diagnosis and therapy, 
particularly differential diagnosis. 

It is not profusely illustrated, but the illus- 
trations selected are good. Proctologic dis- 
orders are not described in the text, with the 
exception of “proctocolitis.” 

The text is well written, authoritative, and 
should serve an excellent purpose. It may be 
recommended as a reference work for the gen- 
eral practitioner, and should be of interest to 
the gastroenterologist. 


RADIATION—Use and Control in Industrial 
Application by Charles Wesley Shilling, 
M.D., Sc.D., Deputy Director, Division of 
Biology and Medicine, United States 
Atemic Energy Commission, Washington, 
D. C. Pages—204. Price—$6.75. Published 
by Grune & Stratton, New York and London 
May, 1960. 


This monograph deals with radiation and 
its effects. Although it is directed to indus- 
trial application, there is much of interest 
to the general physician in this atomic age. 

The monograph is non-technical, concise 
and authoritative. The physician who must 
handle radiation exposure and injury cases 
in industry, and the physician who may be 
faced with similar problems in the event of 
nuclear warfare, should understand this ma- 
terial. 

The book is complete, the writing and edit- 
ing are excellent, and the text is recom- 
mended to the physician. 
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